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LETTERS TO THE EDITOR 
Variant Angina in an 11 Year Old Boy 
I. Evaluation of Chest Pain in Children 
I read with both interest and concern the report of Wilkes et al. 
(1) describing variant angina in an 11 year old boy. Coronary 
artery spasm potentially represents an addition to an already long 
list of coronary artery abnormalities and other structural and func•
tional cardiac disease with a propensity to produce ischemic chest 
pain in children (2). My concern exists because of the clinical 
features and laboratory investigation presented in this youngster. 
The chest pain described, while substernal, did not appear 
typical for angina. Examination revealed tachycardia and hypo•
tension without evidence of congestive cardiac failure. These find•
ings can be attributed to the junctional tachycardia noted on the 
electrocardiogram. I am concerned about the interpretation of the 
electrocardiogram during the tachycardia and the marked change 
in the electrocardiogram after resolution of the chest pain. In the 
first instance, junctional tachycardia is suggested with retrograde 
P waves noted in leads II, III and aYF. However, I am uncertain 
as to the significance of the early deflection prior to the QRS 
complex, best seen in lead aYF, and whether this represents either 
slowing of the initial ventricular forces in the first, third and fifth 
beats or a short RR interval. There is a marked axis shift from the 
first to second electrocardiogram, implying altered ventricular de•
polarization. Also, the absent R wave in leads Y 4 to Y 6 seen in 
the first electrocardiogram appears to be normal on the second 
electrocardiogram. This is not discussed. The ST elevation noted 
is evidence for anterior myocardial injury. The other features of 
the electrocardiogram need to be dealt with as well. 
The echocardiographic findings of abnormal septal motion dur•
ing the junctional tachycardia may be explained by ischemia of 
the region or, alternati vel y, by abnormal conduction during the 
tachycardia. 
The hospital course of the patient, incll!ding cardiac catheter•
ization, did not demonstrate the proposed diagnosis. It certainly 
may be justified not to provoke coronary artery spasm in an II 
year old boy, but then the diagnosis has not been established but 
rather is presumed. The response to nifedipine was gratifying, but 
the patient remained symptom free without medication as well. 
I raise these concerns because the clinical evaluation of chest 
pain in children and adolescents is a frequent problem for pedia•
tricians, family practitioners and emergency room physicians (3). 
Guidelines need to be established to allow us to discriminate chest 
pain likely to be cardiac in origin. From the reported case, it would 
appear that the ST elevation was noted serendipitously in an II 
year old with junctional tachycardia. This possibility is lost in the 
discussion and clinical implications. I would not like to see an 
isolated case report of an unsubstantiated diagnosis prompt my 
medical colleagues to obtain electrocardiograms, myocardial en•
zymes, chest X-ray films and rest and exercise thallium scans on 
a population of patients at such little risk for coronary disease. 
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Chest pain in children and adolescents rarely has an organic 
cardiac etiology (4,5). The features of ischemic chest pain in 
children that should cause concern must be based on careful his•
torical information and include clear description of anginal pain, 
pain consistently induced by exercise or pain associated with syn•
cope. These are the clinical implications that would have best been 
emphasized by Wilkes and his colleagues. 
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Variant Angina in an 11 Year Old Boy 
II. Sickle Cell Trait 
Wilkes et al. speculate that the sickle cell trait in their II year old 
patient was probably not the primary cause of his angina but that 
local cardiac ischemia could have precipitated sickling as a sec•
ondary event that may have added to the magnitude of vascular 
stasis. Sickle cell trait is essentially a harmless condition. 
Patients with sickle cell trait do not ordinarily have cardiovas•
cular abnormalities. There are reports (1,2), however, of pulmo•
nary thromboembolism in such patients. Cardiomyopathy has also 
been described in children (3) and adults (4) with sickle cell trait. 
Sickle cell thrombi may also occur after open heart surgery in 
patients with sickle cell trait (5,6). 
We have examined the hearts of 20 adult patients with sickle 
cell trait who died of causes unrelated to their hemoglobinopathy. 
Two patients were alcoholics and three had serious infections. At 
autopsy, sections were taken from the walls of the right and left 
ventricle, interventricular and interatrial septa, atrial walls and 
conductive tissue. In six patients, diffuse sickling was noted in all 
organs including the heart. Sickling limited to two to three organs 
was present in seven patients. Localized and diffuse myocardial 
fibrosis was seen in 13 patients and small vessel disease in 3 
patients; minimal to moderate atherosclerosis of the coronary ar•
teries was present in only 3 patients. In all 20 patients, the weight 
of the heart was significantly increased because of left ventricular 
hypertrophy. 
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